indicates the type of operation first performed for peptic ulcer and operative procedures subsequently carried out to deal with anastomotic ulceration.
After partial gastrectomy 83 % of cases developed 'Present address: Westminster Hospital, London. symptoms of anastomotic ulcer within three years; the longest period recorded was 10 years, the average 1-7 years. In contrast, after gastroenterostomy the interval before the development of anastomotic ulcer symptoms varied considerably and was randomly distributed from a few days to 39 years, averaging 5.9 years. Anastomotic ulcer dyspepsia was usually but not invariably related to food and relieved by alkalies; nocturnal pain occurred in approximately 30 % of cases but pain was completely absent in seven cases presenting with haemorrhage. After Polya type gastrectomy pain was most commonly felt to the left of the scar and sometimes involved the left chest, axilla, and shoulder. After gastroenterostomy and Billroth I gastrectomy pain was most commonly felt in the region of the epigastrium and tended to remain localized.
Anastomotic ulcer when compared with the original peptic ulcer showed more severe and persistent symptoms and a lessened tendency to heal spontaneously or with medical treatment. Whether suffering from the original peptic or subsequent anastomotic ulcer 72% of patients presented at hospital on every occasion with the same clinical picture, which in 43 % of cases was intractable pain, in 24% gastrointestinal haemorrhage, and in 5% perforated ulcer. One man presented with haematemesis on seven separate occasions while another had had five perforations. The shorter the interval between the first gastric operation and the development of anastomotic ulcer symptoms, the higher the incidence of complications. examination gave a positive diagnosis in 93 of 137 cases examined, this was an unduly optimistic figure because patients in whom the condition was suspected but not proved were excluded from the series. Difficulty in diagnosing anastomotic ulcer on barium meal examination may be due to inflammation obscuring the lesion by approximating the ulcer crater edges, thus preventing entry of barium; superimposition of adherent coils of small bowel obscuring the lesion; crater-like niches commonly produced by operative technique, eg, transecting and stitching up the lesser curve as in a 'Hofmeister variant'. Contrast medium may be caught between the transversely transected lesser curvature folds giving the appearance of a filling defect as demonstrated in Fig. 1 which shows a large crater-like appearance following partial gastrectomy.
Distension of the afferent loop is sometimes demonstrated radiographically (Fig. 2 ) and may be due to stenosingjejunal ulcer in the proximal portion of the efferent loop.
The results of medical treatment of anastomotic ulcer are poor (Balint, Cooper, Price, Pulvertaft, and Swynnerton, 1957) so that if anastomotic ulcer is suspected clinically, even though gastroscopic and radiological investigations are negative, laparotomy is indicated. Unless there are very definite contraindications, surgery should be carried out as soon as possible after the diagnosis is made, the urgency being greater the sooner the recurrent ulcer appears after operation.
At operation the stomach and anastomosis are examined carefully and the situation ofthe recurrent ulcer is confirmed. The presence of a remnant of pyloric or antral mucosa in the duodenal stump must be excluded and a diligent search for ulcerogenic factors, such as islet cell tumour of the pancreas, is made.
Successful surgical treatment will lead to complete 
